Aims-(1) To determine whether general histopathologists are aware of oral pathology as a specialist discipline and whether they use oral pathologists to identify lesions of the dental and orofacial tissues which pose diagnostic difficulties to general histopathologists. (2) To establish whether consultant histopathologists would consider dentally qualified applicants for salaried training posts within their department so that they may fulfil College accreditation requirements. Methods-A questionnaire was sent to a consultant histopathologist in each of 226 general histopathology departments in England and Wales. Results-In total, 167 (74%) consultant histopathologists completed the questionnaire, of whom 98% (1631167) were aware of the specialty and 92% (1531167) perceived a need for it. Oral biopsy specimens formed less than 5% of the workload in 76% (126/167) of departments, but 80% (134I167) of the consultants had referred at least one case to an oral pathologist during 1993. The most common sources of diagnostic difficulty were identified as salivary gland pathology, odontogenic tumours and lesions of oral mucosa. Only 22% (36/167) of consultants were aware that trainees in oral pathology are obliged to spend a year in accredited general histopathology training, but 40% (67/167) said they would consider a dentally qualified applicant for a training post in their department. Conclusions-General histopathologists are aware that oral pathologists exist and most will at some time call on their services; thus there is a need for specialists in oral pathology. Consultant histopathologists have a supportive attitude to the problem of providing the necessary general experience for oral pathology trainees, which will continue to be obtained through secondment to a histopathology department outside the trainee's main institution in most cases. Central funding would help the problem ofproviding cover for trainees spending a year out to complete general pathology training. ( Clin Pathol 1996;49:565-569) 
(134I167) of the consultants had referred at least one case to an oral pathologist during 1993. The most common sources of diagnostic difficulty were identified as salivary gland pathology, odontogenic tumours and lesions of oral mucosa. Only 22% (36/167) of consultants were aware that trainees in oral pathology are obliged to spend a year in accredited general histopathology training, but 40% (67/167) said they would consider a dentally qualified applicant for a training post in their department. Conclusions-General histopathologists are aware that oral pathologists exist and most will at some time call on their services; thus there is a need for specialists in oral pathology. Consultant histopathologists have a supportive attitude to the problem of providing the necessary general experience for oral pathology trainees, which will continue to be obtained through secondment to a histopathology department outside the trainee's main institution in most cases. Central funding would help the problem ofproviding cover for trainees spending a year out to complete general pathology training.
Departments of Oral Pathology in the 14 dental schools in the UK provide a routine diagnostic pathology service for their associated dental hospitals and a specialist referral service for general histopathologists who may be confronted with an unfamiliar lesion of the teeth, jaws, oral mucosa, or salivary glands. There are less than 30 oral histopathologists currently practising in the UK who have passed the MRCPath diploma by examination. The regulations governing the MRCPath require trainees in oral pathology to undergo one year's training in general histopathology before they are allowed to sit the Part I-examination. At present, most trainees hold academic appointments within dental schools; research and teaching are thus major components of their duties, as well as participation in the diagnostic service. As a result, acquiring the necessary general pathology experience poses a considerable problem, both for dentists intending to sit the MRCPath examination and the academic department employing them. There is no formalised method of funding or organising this training and most trainees are attached to a general pathology department on an ad hoc arrangement which relies heavily on personal contacts and the goodwill of the host department.
Despite papers that have stressed the value of oral pathology services,' there are currently no published data on the use of such services by general histopathologists, either in the UK or abroad. The purpose of this study was to determine the extent to which individual general histopathologists are aware of oral pathology as a specialist discipline, whether general histopathologists perceive a need for, and use, oral pathologists, to identify lesions of the dental and orofacial tissues which pose diagnostic difficulties. In view of the training requirements, we also wished to establish whether consultant histopathologists would consider dentally qualified applicants for salaried training posts within their department.
Methods
From lists in the Medical Directory 1994 and Royal College of Pathologists Directory 1993, one consultant from each of 226 general histopathology departments in medical schools, and general and specialist hospitals in England and Wales was randomly selected for the survey, which took the form of a "tick box" questionnaire. Each consultant was initially asked about oral pathologists and oral pathol- "Other" principal sources nominated on one occasion each were: general medical practitioners, "referrals", oral medicine, and "general practice". including preparation of large, non-oral resections and postmortems. Fifty (29.2%) consultants stated that they would reject a dental applicant outright, and 12 (7.2%) that they would only consider a dental applicant with an exceptional academic record. The remainder either did not express an opinion, or concluded the question was hypothetical as there were no training posts in their department. Indeed, 53 (31.7%) did not have training posts.
Of those who would reject a dental graduate outright, nine expressed reservations about their ability to perform the tasks required, especially in a district general hospital department. In particular, it was felt a dentist would struggle with cytopathology, necropsies and trimming of large resections. Another raised the fact that the trainee would be expected to teach medical students. Two respondents said that in view of the fact that any pathological entity may affect the head and neck, all pathologists should have a full medical training. Eight consultants pointed out that junior appointments are often made at a regional level, and that some appointments would require the appointee to rotate around other medical specialties. One respondent commented that, whilst he would have been happy to consider a dental applicant, he doubted "the management" would allow such an appointment. Nevertheless, three consultants said they fully appreciated the need to train a potential oral pathologist in general matters and four said they would welcome a dental trainee on a part-time or secondment basis. Only one consultant had ever received an application from a dentist.
Discussion
There is concern in some quarters that a career in oral pathology is an unattractive option2 and, in the UK, oral pathology certainly attracts few dental graduates compared with other dental specialties. However, this may be just as well, as, with only 14 centres, training opportunities and senior posts present themselves infrequently. The training pathway for oral pathologists has recently been restructured to conform to the five year pathway followed by general histopathologists.3 One important difference is the obligatory year of full time general pathology in a recognised department in the three year period prior to sitting the MRCPath Part I examination. As all oral pathology trainees in the UK are employed in dental schools, general experience must be acquired outside their parent department or institution. A further two years higher specialist training in oral pathology is required, at which point the trainee sits the MRCPath Part II examination to become accredited.
As an academic based specialty, it is uncertain how the implementation of the Chief Medical Officer's proposals for Specialist Registrar training4 will affect trainees in oral pathology, or whether oral pathology will keep step with histopathology when transitional arrangements begin in 1996. In the report from the Chief Dental Officer, which considered future development of dental specialties,5 oral pathology was included as an "additional dental specialty" for which it was recommended the General Dental Council establish a specialist list and curriculum.
The training of oral pathologists has always been the remit of the Royal College of Pathologists, however, and the requirement for general training suggests that the Calman proposals will affect oral pathologists. Although only 22% of respondents were aware of College regulations regarding oral pathology, we were surprised that so many consultant histopathologists (over 40%) were prepared to consider a dental graduate without a medical qualification for training posts in their department. Reductions in junior histopathology training posts nationwide and the appointment of Specialist Registrars for the term required to complete accreditation means it is unlikely that a consultant histopathologist would select a dentist over a medically qualified applicant and, as several pointed out, appointing a dentist may be impractical on a regional rotation or if duties are allocated in other branches of medicine. Nevertheless, one consultant commented that each application should be considered on merit "especially in the current climate of decreasing junior staff availability".
Hitherto, the alternatives to accredited training posts have been "visitor" appointments, usually awarded to overseas trainees not holding right of permanent UK residence, and secondment to a histopathology department on an ad hoc basis. It has been our own experience that general histopathology departments will consider British oral pathology trainees for "visitor" appointments if overseas candidates are unavailable. In such a position, the oral pathologist will not occupy an accredited general histopathology training post and is not, in any case, eligible for a general histopathology consultant appointment. Many departments are also happy to The emphasis placed on the embryology, anatomy and pathology of the head and neck in dental undergraduate and postgraduate teaching means oral pathologists are ideally suited to the histological interpretation of lesions affecting this region and it is perhaps not surprising that salivary gland and odontogenic lesions are the commonest cause of referral (table 6) . Similarly, the fact that approximately one fifth to one quarter of general histopathologists referred cases of oral mucosal disease reflects the limited exposure to oral and perioral lesions they received as students, junior clinicians and, it seems, as histopathology trainees.
We conclude that almost all general histopathologists are aware of oral pathologists and, though capable of dealing with most of the small workload posed by oral lesions, refer cases where necessary. This study therefore confirms that there is a continuing demand for expertise in oral pathology, which should be maintained as a specialist branch of histopathology. Whilst 80% of the training can be carried out within the trainee's base department, the remainder must be acquired externally in a general histopathology department. Unless the trainee is able to secure a training post in such a department independently, other responsibilities in teaching and research will render it difficult for mandatory general pathology training requirements to be fulfilled. Central funding to provide cover for the trainee in this predicament may alleviate the problem. 
